Reflex sympathetic dystrophy involving the hip in pregnancy: A case report and a review of the literature  by Mansouri, Samia et al.
The Egyptian Rheumatologist (2013) 35, 245–247Egyptian Society for Joint Diseases and Arthritis
The Egyptian Rheumatologist
www.rheumatology.eg.net
www.sciencedirect.comCASE REPORTReﬂex sympathetic dystrophy involving the hip in
pregnancy: A case report and a review of the
literature* Corresponding author. Tel.: +212 661374455.
E-mail addresses: samuela.med@hotmail.com (S. Mansouri), f.abour-
azzak@yahoo.fr (F.E. Abourazzak), elhasnaouihind@yahoo.com
(H. Almoubakir), hayatiange@hotmail.fr (H. Rabhi), latifatahiri@
yahoo.fr (L. Tahiri), bananiabdelaziz@yahoo.fr (A. Banani),
sihamtizniti@yahoo.fr (S. Tizniti), t_harzy@yahoo.fr (T. Harzy).
Peer review under responsibility of Egyptian Society for Joint Diseases
and Arthritis.
Production and hosting by Elsevier
1110-1164  2013 Production and hosting by Elsevier B.V. on behalf of Egyptian Society for Joint Diseases and Arthritis.
http://dx.doi.org/10.1016/j.ejr.2013.03.002Open access under CC BY-NC-ND license.Samia Mansouri a,*, Fatima Ezzahra Abourazzak a, Hind Almoubakir b,
Hayat Rabhi b, Latifa Tahiri a, Abdelaziz Banani b, Siham Tizniti c, Taouﬁk Harzy aa Rheumatology Department, Hassan II University Hospital, Fez, Morocco
b Gynecology and Obstetrics Department, Hassan II University Hospital, Fez, Morocco
c Radiology Department, Hassan II University Hospital, Fez, Morocco
Received 27 January 2013; accepted 7 March 2013
Available online 15 April 2013KEYWORDS
Reﬂex sympathetic dystrophy;
PregnancyAbstract Introduction: Reﬂex sympathetic dystrophy (RSD) during pregnancy is a rare condition
and may be misdiagnosed. We report a case of RSD involving the hip in a 22-year-old woman with
onset during the third trimester of pregnancy.
Case presentation: A 22-year-old Moroccan woman presented in the third trimester (34 weeks of
gestation) of her second pregnancy with permanent pain in the left hip that made standing and
walking difﬁcult. Physical examination of the hip showed mild painful range-of-motion restriction.
Erythrocyte sedimentation rate was 40 mm (1st hour) and C-reactive protein was 10 mg/l. Ultra-
sound of the left hip was normal. Magnetic resonance imaging (MRI) revealed a characteristic
image of RSD involving the left hip. Treatment was symptomatic, combining non-weight-bearing
exercises with rest and analgesics (Paracetamol). Physical therapy was gradually undertaken and
was carried out only to the point of pain. Clinical recovery was rapidly obtained (within 2 weeks).
Conclusion: Pregnancy is a potential cause of hip RSD. This diagnosis must be always kept in
mind when attending a pregnant patient or a patient with hip pain and functional impairment.
 2013 Production and hosting by Elsevier B.V. on behalf of Egyptian Society for Joint Diseases and
Arthritis. Open access under CC BY-NC-ND license.1. Introduction
Reﬂex sympathetic dystrophy (RSD) is a disorder of the
extremities that is characterized by pain and swelling with
loco-regional trophic changes. It frequently begins following
an injury, surgery, or vascular event (such as a myocardial
infarction or stroke). Pregnancy is a potential cause of RSD
[1,2]. This poorly understood disorder, which is frequently
deceptive in the pregnant woman, was ﬁrst described in 1959
246 S. Mansouri et al.by Curtiss and Kincaid [3]. They described three cases of
transient demineralization of the hip during pregnancy [3].
So far only case reports have been published in the literature.
The true frequency of RSD during pregnancy is probably
underestimated as a result of misdiagnosis (non speciﬁc and
misleading symptoms). We report a case of 22-year-old woman
presenting with RSD involving the hip during the third trimes-
ter of pregnancy. Literature is reviewed to summarize our
knowledge on this disease.
2. Case presentation
A 22-year-old Moroccan woman, with unremarkable medical
history, presented in the third trimester (34 weeks of gestation)
of her second pregnancy with permanent pain in the left hip
that made standing and walking difﬁcult. The weight of our
patient was 60 kg, and BMI: 24 kg/m2. Physical examination
of the left hip showed mild painful range-of-motion restriction
(Flexion: 0–120, lateral and medial rotation: 0–35). The right
hip was normal. Examination of other parts of the musculo-
skeletal system was normal.
Laboratory ﬁndings were as follows: erythrocyte sedimenta-
tion rate = 40 mm (ﬁrst hour) (1–16 mm), C-reactive protein =
10 mg/l (1–9 mg/l), hemoglobin level = 11 g/dl (12–12.5 g/dl,
serum triglyceride level = 3.86 g/l (0.35–1.40 g/l), serum
calcium level = 95 mg/l (82–102 mg/l), serum phosphate =
40 mg/l (30–45 mg/l), serum alkaline phosphatase = 260 IU/l
(90–300 IU/l), calciuria level = 70 mg/24 h (100–300 mg/24 h),
and serum 25 (OH) vitamin D2–D3 level = 18 ng/ml
(30–70 ng/ml). Ultrasound of the left hip was normal. Magnetic
resonance imaging (MRI) showed a low signal intensity on
T1-weighted images and high signal intensity on T2-weighted
images in the affected joint (Fig. 1), thus providing the diagnosis
of hip RSD (characteristic images of bone marrow edema with
no erosion or collapse of the subchondral bone).
Treatment was symptomatic, combining non-weight-bear-
ing with rest and analgesics (Paracetamol 3 g/day). Physical
therapy was gradually undertaken and was carried out only
to the point of pain. The clinical course was favorable after
delivery (pain completely disappeared within 2 weeks). Recov-
ery was rapidly obtained without disability. The fetus was in
the cephalic presentation and was full-term at birth. Delivery
was vaginal.
3. Discussion
Reﬂex sympathetic dystrophy during pregnancy seldom occurs
and it is probably underestimated. It is very difﬁcult to assessFigure 1 MRI of the hips (coronal sections) showing low signal intens
T2-weighted images (arrows) (b) in the left femoral neck and the infethe true frequency of this disorder during pregnancy, probably
because it is often under diagnosed. Approximately one hun-
dred cases have been reported since its ﬁrst description by
Curtis [1–5].
The hip joint is involved in 9 out of 10 cases with a predi-
lection for the left side [4,6,7]. In a review of the literature,
which uncovered 57 reported cases of RSD during pregnancy
involving 159 sites; the location of the lesions reveals various
tendencies. Of the 159 lower extremity sites, 86 (54%) involved
the hip, with bilateral involvement in almost one-third of the
cases. The knee was involved in 40 cases (25%) and the ankle
or foot in 33 cases (21%). The entire lower extremity was in-
volved in 13 cases (8%) [1,2,8].
Symptoms develop mostly with young primipara (mean
age, 32 years) in the third trimester of pregnancy between the
26th and the 34th weeks. Our patient developed RSD during
the last trimester, however she was younger and in her second
pregnancy. Cases during the ﬁrst or the second trimester, and
post-partum period are rare [1,4,6,7].
The physiopathologic mechanisms of RSD during preg-
nancy remain multiple and complex. Mechanical loco-regional
factors can explain partly this disease and its preference for the
lower extremities [3,4,6]. These factors have been incriminated
in the genesis of RSD of the hip during pregnancy, such as
weight gain, microtrauma related to fetal movements, com-
pression of the pelvic sympathetic nerve or obturator nerve
by the uterus, and vascular disorders related to venous stasis
(by compression of the inferior vena cava). Hormonal distur-
bances during pregnancy do not seem to be incriminated be-
cause of the almost exclusive localization of RSD in the
lower limbs. However, we should not underestimate the part
of some metabolic factors in particular hypertriglyceridemia
(as in our patient) [4,6,8]. It appears to be widely recognized
as a risk factor in RSD of the hip. As for the frequent involve-
ment of the left hip, according to Curtiss [3], it is due to the
usual presentation of the fetus (left occipito-iliac anterior posi-
tion in the cephalic presentation).
Clinical symptomatology of RSD during pregnancy has no
peculiarity. In cases involving the hip, there is usually mechan-
ical pain and functional impairment that can cause limping.
The pain is located in the inguinal area and sometimes radiates
to the anterior thigh or knee. In severe forms, walking with
crutches is difﬁcult, even impossible. This severity often con-
trasts with the moderate limitation of passive movement found
upon examination. It often demonstrates a slight restriction of
the range of hip motion as in our patient. A clinostatic syn-
drome may be seen (Patients may be unable to raise their heel
from the bed in the decubitus position). In cases of more distality on T1-weighted images (arrows) (a) and high signal intensity on
rior femoral head.
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vasomotor dysfunction are more marked and are often the pri-
mary symptoms [1,2,4,8].
Laboratory tests are nonspeciﬁc and relatively unhelpful.
The erythrocyte sedimentation rate is usually elevated during
pregnancy and does not provide any diagnostic clariﬁcation.
The only signiﬁcant change is hypertriglyceridemia (found
in our patient). It appears to be a risk factor of hip RSD in
pregnancy [1,4,6].
Magnetic resonance imaging (MRI), which is accurate, spe-
ciﬁc and non-invasive, is currently the exam of choice in early
and differential diagnosis. It provides an early diagnosis with
characteristic images: T1-weighted images show regional low
signal intensity, and T2-weighted images show regional high
signal intensity in the affected joints [1,4,9]. MRI was per-
formed in our patient and revealed characteristic images of
hip RSD (characteristic images of bone marrow edema with
no erosion or collapse of the subchondral bone).
Few authors have discussed the possible obstetric implica-
tions of RSD. It appears that RSD in pregnant women does
not cause dystocia, nor is it associated with an increase in pre-
mature births. It is not an indication for a cesarean delivery.
The involved hip should, of course, be manipulated with care
during delivery to avoid fracture [1,8].
In our patient, treatment consisting of non-weight-bearing
exercises, rest, gentle physical therapy, and analgesics (Paracet-
amol) was sufﬁcient. According to the most recent ﬁndings,
treatment of RSD in the course of pregnancy relies mainly
on rest and analgesics. By avoiding any rough or painful mo-
tion, physical therapy and careful mobilization can be helpful
in the initial stage. Physical therapy in terms of cold treatments
and assisted active mobilization is frequently combined. For
treatment of pain during pregnancy, analgesic drugs (such as
Paracetamol) have been recommended. Local corticosteroids
provide very little beneﬁt [1,4,6,8]. Spinal cord stimulation is
a therapeutic option that can signiﬁcantly reduce pain and im-
prove the quality of life for most patients with RSD. However
is not recommended in pregnancy because its effects on preg-
nancy and nursing mothers have not been studied [10]. After
delivery Calcitonin (intranasal spray or intramuscular injec-
tion of 100 IU/day for 2–3 weeks) can be given to patients
who do not breastfeed in order to relieve pain [4,8,11–13]. A
systematic review of the treatment of RSD included a meta-
analysis of the results of ﬁve clinical trials of calcitonin, and
concluded that calcitonin ‘‘does seem to be effective’’ in treat-
ing pain due to RSD [13]. Doses used in these trials were 300–
400 international units per day administered by injection or by
nasal spray. Other therapeutics can be used for the treatment
of RSD after delivery such as Pamidronate. Siminoski et al.
[14] reported a case of RSD treated by Pamidronate during
breast feeding. This case indicates that intravenous Pamidro-
nate is a viable option for treatment of RSD after pregnancy,
if breast-feeding is to be continued.
The course of RSD of the hip during pregnancy is generally
benign. There is a rapid resolution of the pain after delivery in
few weeks or months, occasionally preceded by a rebound in
the post-partum period. Treatment shortens the time to recov-
ery, although uncomplicated RSD resolves spontaneously and
completely after delivery [1,4,6]. Our patient recovered rapidly
(2 weeks) with rest, analgesics and physical therapy. She re-mained symptom-free in the post-partum period. Recurrences
in subsequent pregnancies are possible [1,4,6].
Fracture is the major risk of hip RSD. It occurs in 19% of
cases with demineralized and fragile bone. The fracture may be
displaced, non-displaced or impacted. It may be located at the
femoral head, or the femoral neck [1,4,8,14]. Factors that in-
crease the risk of hip fracture may include the RSD itself,
forced abduction during delivery, and underlying bone
abnormalities.
In conclusion, pregnancy is a potential cause of RSD of the
hip. The pathogenesis remains unclear. Mechanical loco-regio-
nal factors, as well as other potential factors, can explain this
preference for the hip. The diagnosis is conﬁrmed by magnetic
resonance imaging. Conclusion of the pregnancy seems to be a
determining factor for recovery. This diagnosis must be always
kept in mind when attending a pregnant patient or a patient
with hip pain and functional impairment during pregnancy.
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